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‘C. J. Martin and myself have shown that it acts many times 
as efficiently by this mode of use than when injected 
subcutaneously.—I am, Sirs, yours faithfully, 

Caleutta, Jan. 18th, 1905. LEONARD RoceErs, I.M.S. 


MULTIPLE GESTATION. 
To the Hditors of THE LANCET, 


Sirs,—In your notice of Dr. Pinard’s work on the 
phenomenon of multiple gestation you cite many remark- 
able cases of extreme fertility amongst women, and draw 
attention to the probability of this being an inherited 
character. In support of this view the case of three 
sisters! in America who had between them 111 children 
deserves notice. ‘The eldest, Dr. Mary Austin, who was 
well known for her work during the War of Inde- 
pendence, gave birth to triplets six times and to twins 13 
_ times, making 44 in all. The second sister had 41 children 
and the third 26. A point of interest in this case is that 
it is hardly in accord with the supposition that extreme 
fecundity may be due to the influence: of the father, other- 
wise the long arm of coincidence would have to be unduly 
stretched. Those of your readers who are interested in this 
question will find an able discussion of this and similar 
phenomena in the monograph by Dr. M. von Lenhossek, 
“Das Problem der geschlechts-bestimmenden Ursachen.” 

I am, Sirs, yours faithfully, 
Windsor, Feb. 2nd, 1905. M. Davenport HILL. 


INDIAN UNIVERSITY DEGREES AND THE 
ROYAL COLLEGE OF SURGEONS 
OF ENGLAND. 


To the Editors of THE LANCET. 


Sirs,—In relation to the degree of the University of 
Bombay I think it may be interesting to some to know that 
the F.R.C.8. and M.R.C.S. and L.R.C.S. are recognised in 
the Dental Act as degrees. ‘‘ Licentiate” in the Spanish 
universities is a very old degree and in our old universities 
Oxford and Cambridge ‘‘ Licentiate” was a grade higher 
than M.B. Tam, Sirs, yours faithfully, 

J. G. Parsons, F.R.C.S. Eng. 
Cotham, Bristol, Feb. 4th, 1909. 

*.* In Table G. to be found in the Medical Register 
under the heading ‘‘ Qualifications Now or Formerly Obtain- 
able,” ‘‘ Licentiate in Medicine” is mentioned as a supple- 
mentary qualification to be obtained from the Universities 
of Oxford, Cambridge, and Durham. As we were un- 
acquainted with this ‘‘degree”? we communicated with the 
Registrar of the University of Oxford who informs us that 
he had never heard of the degree ‘‘ Licentiate in Medicine.” 
In medieval times the ‘‘ Bachelor of Medicine” was con- 
ferred at the same time as the ‘‘Inceptio ad lecturam ” and 
the ‘“‘M.D.” with the ‘‘Inceptio ad licentiam.” This latter, 
we presume, is what Mr. Parsons is referring to in his letter. 
In 1854 we learn from ‘‘The British Medical Directory ” 
that the University of Cambridge conferred a licence ad 
practicandum in Mediciné which was granted to candidates 
being previously Bachelors of Physic who could produce 
certificates of having attended hospital practice for three 
years and of having attended lectures in medicine, surgery, 
midwifery, and the collateral subjects. Nothing is said, 
however, in the same directory about a similar degree at the 
University of Oxford.—Ep. L. 


1 Cited by L. A. Geissler in his work ‘‘ Zur Kenntniss der Geschlechts- 
verhaltnisse bei Mehrlingsburten,” published in the Allgemeines 
Statisches Archiv, 1896, Band iv., S. 537 and 544. 


Deatus oF Eminent Foretcn MepicaL Mex.— 
‘The deaths of the following eminent foreign medical men 
are announced :—Dr, Guye, professor of otology in tke 
University of Amsterdam.—Dr. Karl Klein, professor of 
surgery in the University of Moscow. 


plicated with the negro problem. 
formidable problem which by some is thought to threaten 
the very existence of the country. The negroes multiply so 
rapidly that at least in some parts of the United States they 
threaten to overwhelm the white population. 
with this matter needs special and close study and journeys 
further south than could be attempted in the limited time at 
my disposal. 
Icame in nearest touch with the negro question and then 
mainly as an integral part of the housing problem. 
population of the District of Columbia, including the 
capital of Washington, is set down at 295,198 and out of 
this total 90,353 are negroes. 
death-rate for the years from 1894 to 1903 was 20°91 per 
1000. Few, however, look at the death-rate in this light 
nor are the official figures given in this simple manner. 


THE HIGH DEATH-RATE OF THE 
COLOURED PEOPLE IN THE 
UNITED STATES OF 
AMERICA. 


(FROM OUR SPECIAL SANITARY COMMISSIONER.) 


In America the difficulty of housing the poor is com- 
The latter is a most 


But to deal 


It was at Washington and at St. Louis that 
The 
Now the average annual 


The 
average total certainly is set forth but it is always accom- 


panied with other tables giving the death-rate for the white 


and the coloured races separately. Thus for the ten years 
in question the average annual death-rate for the white 
races only amounted to 17°01 per 1000. On the other 
hand, the death-rate for the coloured people was no 
less than 29'44 per 1000. A similar difference between the 
white and the coloured population is recorded in many 
places. As already mentioned, the death-rate of the coloured 
population at St. Louis was 30°86 per 1000, while that of 
the white population was only 16°83 per 1000.1 The 
startling discrepancy between these figures has led to a 
widespread impression that it was a question of race. But 
a closer examination indicates that the causes are poverty 
and bad sanitation rather than colour. Indeed, there are 
some reasons why the negroes should live longer than 
the white men. They are in any case less addicted to 
drink and they are less violent and not so likely to die from 
some accident. Thus, for instance, taking the deaths in 
the District of Columbia for the year 1903, it will be 
found that 19 deaths of the white and only four deaths of 
the coloured population are registered as due to alcoholism, 
giving a death-rate per 1000 of 0°092 whites and 0:°044 
coloured, or a ratio of 1 to 0°48. Again, in regard 
to cirrhosis of the liver the death-rate among the white 
population was 0°166 and among the coloured 0-089 per 
1000, or a ratio of 1 to 0°53. For accidents the death- 
rate is 0°679 among the whites and 0°597 among the 
coloured, and for suicides the difference is 0: 249 to 0° 089, or 
a ratio of 1 to 0:36 to the advantage of the coloured people. 
These figures show that the latter are more sober and less 
violent than the white men. On the other hand, the death- 
rate from hereditary syphilis was only 0°015 per 1000 among 
the white and amounted te 0-100 among the coloured people. 
Yet this may be due not so much to greater immorality but 
rather to ignorance and poverty which prevented the 
parents obtaining proper treatment in the early stages 
of the disease. It is in respect to the more general 
causes of death that the coloured people especially suffer. 
Thus the death-rate per 1000 in 1903 was for diarrhea 
and enteritis of children wnder two years, 0°556 among 
the whites and 1°859 among the coloured; for pneumonia 
at all ages, 0:917 and 2°690 respectively ; and for tuber- 
culosis of the lungs, 1-733 and 4:660 respectively. The 
report of the health officer of the District of Columbia 
dealirg with the figures for the year 1902 summarises the 
situation as follows :— 

The excessive mortality of the coloured race begins with earliest 
infancy ; the ratio between the death-rates for white and for coloured 
from premature births is as 1 to 2°26. The corresponding ratio from 
congenital debility is as 1 to 2°51, from malnutrition and marasmus 
as 1 to 2°24, and from rickets as 1 to 2& Child-bearing is traught, 


too, with peculiar dangers to coloured women. The ratio between the 
death-rates for white and for coloured: fromm puerperal eclamesia is as 


Bec ‘“Sanitation at St. Louis” in. Te Lancet of Dec. 17th, 1904, 
p. 1753. 
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1 to 3°13, from puerperal peritonitis as 1 to 1°46, and from puerperal 
septicemia as 1 to 4°20. Disorders of the bowels among white children 
under two years of age caused a death-rate which compared with the 
corresponding death-rate among coloured children as 1 to 3+ 40. The 
relative incidence of fatal cases of convulsions of children on the white 
and coloured races is as 1 to 4°64. The relative incidence of hereditary 
syphilis is as 1 to 6°14. 


These statistics undoubtedly indicate a great difference but 
similar contrasts could be found in other towns where there 
is no racial difference among the inhabitants. I discussed 
the matter with Dr. J. W. Cabaniss, who is himself a 
coloured general practitioner, and he maintained that in 
those tenement houses in the South of Washington which are 
overcrowded with poor people belonging to the white races 
the death-rate is as high as that of the coloured population. 
In Washington from 60 to 70 per cent. of the coloured 
people are unskilled and underpaid labourers, whereas 
among the white people not more than 12 per cent. are 
poor and badly paid. One of the causes of the high 
death-rate of the coloured population is that they are 
not allowed to join the white men’s trade unions. Therefore 
coloured men have little or no opportunity of becoming 
skilled workers. Then, whether skilled or not, being 
excluded from the trade organisations they often do work 
equal to the white man’s work but for less pay. The strong 
prejudice felt against coloured people is utilised as an excuse 
for paying less even when the best work is done. The 
government itself has a share in this injustice, for when a 
coloured man works for the authorities he is not as well 
paid as the white man though he performs the same task. 
‘hus those coloured people who by their ability and industry 
are capable of raising the standard of living cannot do so to 
the same extent as the white men because they are not 
allowed to receive equal pay even when the work they do is 
equally good. 

The coloured man, therefore, and whatever may be the 
nature of the work on which he is engaged, earns much 
less than the white man and yet his family will number 
nine or ten children while the white man will only 
have three or four. In such circumstances poverty, 
overcrowding, and a high death-rate are but the natural 
consequences. Inquiring what the poorer coloured folks 
ate I was told that at Washington they often had a 
little bacon for breakfast which they were able to 
buy for from 6d. to 9d. a pound or fish at 7d. 
a pound. Then many poor people waited to a late hour 
to buy remnants from the butchers just as the latter were 
about to close their shops. These pieces of meat 
had often been on ice for several days and were 
liable to produce ptomaine poisoning. Such cases were 
frequent among that section of the population. In a 
tenement of three rooms it was quite a common thing to 
find a family of eight children and perhaps a boarder as well. 
Dr. Cabaniss had on the night previous to my visit attended 
a woman in her confinement. There were four of her children 
living with her at the time in the one room that she 
possessed. The children were sick the next morning. It also 
often happens that the patients cannot afford to purchase the 
drugs prescribed for them. In that case they may appeal to 
some charitable institution but even if the help is granted 
considerable time is lost in securing such assistance and the 
patient suffers in consequence. Others depend when they 
are ill on sick allowances from benefit or aid societies 
to which they subscribe ; but here, again, some time must 
elapse before the money is obtained and they are in such 
extreme poverty that they do not buy the medicine till they 
have received the sick benefits to which they are entitled. 
Then there is the pride of the poor which often impedes the 
efforts of those who desire to help. It appears that among 
the coloured poor there is a most remarkable amount of 
pride of this description and therefore much distress re- 
mains unknown and unrelieved. These are all causes that 
contribute to the high death-rate. At Washington the 
average wage paid to the unskilled coloured worker is 4s. 
aday. Some get a little more or a little less but a dollar is 
the average. Considering the cost of living this, for 
America, is a low wage and, of course, is irregular, for often 
no work at all is to be had. 

At Washington perhaps 30 per cent. of the coloured people 
belong to the better class. Those who have succeeded in 
raising themselves from the condition of mere labourers 
seem to do as well as the white man, whether it be as skilled 
workers, as teachers, or as men of science. In Washington 
there are a greater number of fully qualified medical 
practitioners of African descent than there are medical men 


descended from the European races. Once the negro has. 
acquired superior education he engages in every branch of 
human activity just as if he were a white man. In 
regard to medical practice, the coloured practitioner 
has naturally more practice among the coloured people: 
and this, of course, is the poorest practice. Yet it is not so 
disadvantageous as it may appear at first sight. The fact is 
that the poor, while they can only afford to pay very small 
fees, nevertheless do earnestly endeavour to pay those fees, 
On the other hand, though the better class of patients pay 
more when they do pay, it often happens that they do not 
pay at all. What renders practice among the poorer coloured: 
people especially hard is the fact that they cannot so readily 
obtain help from the public charities. Cases of cancer are 
not willingly admitted to the hospitals and cases of pul- 
monary tuberculosis are absolutely refused. This is a very 
serious matter indeed for the coloured people, because in 
their poverty and their overcrowded tenements they have no 
means of nursing such cases and the close contact with 
them is more likely to spread the disease. On the other 
hand, the upper class of the coloured people appreciate 
sanitary measures, good drainage, and cleanliness quite as 
keenly as the white population. At least, assurances to that 
effect were given to me, though I was not long enough in the. 
country to verify these assertions. But even if it were not so 
there would be nothing surprising or discouraging in such 
shortcomings. What is surprising is the fact that it is pos- 
sible already to speak of an upper class among the coloured 
people. 25 years ago no such class existed. The negro, 
but recently a slave, was in almost every case an unskilled 
worker. Now some of them have succeeded in entering even 
the universities and in competing with the white races as 
members of the liberal professions. If there is, neverthe- 
less, a much higher death-rate among the coloured popu- 
lation this, I must repeat, is due to economic causes and 
not to racial inferiority. Not only is this assertion made by 
coloured medical practitioners but it is admitted by the local 
authorities themselves. The report of the health officer of 
the District of Columbia, after giving the comparative: 
vital statistics quoted above, remarks that the suggestion 
has often been made that the high death-rate of this district 
is due to the presence of a large coloured population. The 
report states, however, that— 


The Health Department finds no sufficient basis for the belief that 
the presence of a large number of people in the District of Columbia 
who are of African descent is of itself a sufficient cause for a high 
death-rate. The coloured population of this district represents to a 
large extent those engaged in severe manual labour, ofte1 under con- 
ditions involving undue exertion and great exposure to inclement 
weather. It represents, too, that portion of the community most 
ignorant of the laws of hygiene and least able by reason of poverty 
and ignorance to live in accordance with such laws. This is true not 
only of the present generation but of its ancestors. It is believed that 
the high death-rate among our coloured people, while possibly due in 
part to the comparatively recent transplantation of the race to this. 
country, is due largely to defects of constitution produced by long- 
continued insanitary living and by attacks on such susceptible constitu- 
tions by insanitary living at the present time. There is a certain portion 
of every community subject to the operations of these same causes. 
The poor and ignorant labouring class in the District of Columbia 
happens to be more or less distinctly marked out along race lines anc 
its death-rate is therefore separately determined. 

The poor and ignorant labouring class elsewhere is usually not of a 
peculiar race and the mortalitvin it is not definitely known. Until 
comparisons have been made between these similar classes of different 
communities, determined by other than race lines, it seems hardly 
proper to charge our Afro-Americans as such with the responsibility 
for an undue mortality. It is unwise, too, to conclude that the 
death-rate of the District of Columbiais relatively high solely because of 
the presence of a large number of coloured people in the community. 
On the other hand, the best interests of the community demand that 
the most active measures possible be adopted to remove such conditions 
as are responsible for any undue mortality existing among our poor 
people as a class, whether white or coloured; such conditions, for 
instance, as improper housing, lack of facilities for personal cleanliness, 
and general ignorance of sanitary laws. 


The above statement, while confirming the evidence which 
I was able to obtain from the coloured people themselves, 
seems so impartial and judicious that I have quoted it at 
length. The presence of the coloured races really serves to 
illustrate the great difference of vitality between the extreme 
poor and the generality of the population. As further illus- 
trating this difference I could not but notice the similarity 
between the spot maps of Washington published in the 
same report and many spot maps of the cholera epidemics 
in various European towns during the years 1892 to 1894. 
In both cases the incidence of disease corresponded to a 
large extent with the economic condition of the inhabitants. 
The negro problem is therefore the problem of the unskilled 
worker—of the submerged tenth, as we should say in 
England. In the south, however, in the old slave States, the 
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position, I am told, is quite different. There it is not, I 
understand, a question of insufficient wages but of the 
absolute determination of the negro to live outside the 
wages system altogether. He seeks to cultivate a little plot 
of land for himself, to live entirely on his land, and will not 
work for anyone else, however high the wages may be. 
Certainly if the negro can live on the soil, if he can afford to 
keep large towns, factories, mills, and workshops at a 
distance, and is not attracted to them by the hope of pleasure, 
dissipation, and gain he may develop an agricultural race of 


people whose physique will excel that of the town-living 
white man. 


MEDICAL NOTES FROM THE FAR EAST. 


(From A SPECIAL CORRESPONDENT. ) 
(Concluded from p. 258.) 


THE scenery around Matsuyama is as picturesque as could 
be wished and the great Daimyo’s castle for which it is 
noted standing out from the trees on the top of the topmost 
hill, with a magnificent view over 100 miles of land and sea, 
has been taken over for the housing of the captive Russian 
officers. At the time of my visit—namely, in August, 1904— 
there were about 2000 prisoners in Matsuyama, and of these 
there were then 270 in hospital, almost all suffering from 
wounds; altogether 670 wounded had been admitted. It 
speaks well for the Japanese medical men that only seven 
of these have died (all from the effects of gunshot wounds) 


and that there has been no death from sickness. Surgeon- 
General Kikuzi, who was formerly an assistant to Professor 
Bruns of Tiibingen, is in charge of the whole hospital 
and himself performs all the operations. Two Russian 
medical men assist in the work of the hospital, one of them, 
who holds the rank of colonel, taking charge of the medical 
wards. The Japanese Government has built the hospital 
and equipped it on generous lines, the complete medical 
and nursing staff for the 270 patients under treatment 
consisting of 11 Japanese medical men and the two Russians 
already mentioned, with 10 male and 66 female nurses, apart 
from the clerical and menial establishment. The hospital is 
at some distance from. and out of sight of, the main 
prisoners’ quarters, being situated in rich open country at 
the end of a village on the outskirts of Matsuyama. The 
compound is inclosed by a simple wire fence of four strands 
guarded at the entrance and no doubt elsewhere by a sentry 
in khaki, but there cannot be much danger of escape. No 
Russian could be mistaken for a Japanese and in this land of 
secret information and detectives no European could pass 
more than a few days without the circumstances becoming 
known to the authorities. No person of any nationality 
could well leave theisland of Shikoku or, outside of Shikoku, 
leave Japan without supplying particulars of name, age, 
parentage, profession, home residence, business, and object 
of journey to several police officers in turn. At Matsuyama 
the captured Russians are in safe keeping without obvious 
imprisonment. 

Surgeon-General Kikuzi—‘+ Médecin Inspecteur,” as he has 
had printed on the European side of his visiting card—is one 
of three surgeons-general in Japan who, with three in 
Manchuria, make up the list of general officers under Baron 
Koike, the Director-General in Tokio. The others who, with 
Surgeon-General Kikuzi, make up the three in Japan are 
Surgeon-General Hashimoto at the Red Cross Hospital in 
Tokio and Surgeon-General Sato in Hiroshima. 

The hospital is built, like others, of unstained imbricated 
wooden boards, has thatched roofs, and is designed on the 
pavilion principle, the pavilions being connected by a covered 
central corridor. At one end of it sites are staked out and 
foundations are being laid for four or six new pavilions, 
for, as my host remarked with a quiet smile, ‘‘we are 
expecting more guests before long.” The infectious ward 
was away by itself beyond the site of the proposed new 
pavilions but it was empty. No case of sickness had died, 
there had been no case of epidemic disease, and there was 
at the time no case of medical interest in the wards. The 
latrine system was on the same unreasonable principle as at 
Sasebo and Hiroshima and need not be again condemned in 
detail. On the other hand, the Japanese military medical 
service has an excellent regulation by which the rank and 
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file are given two lectures every month in companies by the 
medical officers on the principles of health, first aid, and the 
application of the first field dressing. A corresponding 
regulation might well be introduced into our army and in 
order to insure the intelligent execution of sanitary 
measures it should be laid down as essential that every 
officer in the army, whether combatant or non-combatant, 
should have a good knowledge of the same subjects 
on broader lines. To this regulation the Japanese soldier 
is now showing absolute submission with the very 
best results. Similarly in Japanese civil life there is a 
regulation by which every child in the schools is assigned 
to the care of a particular medical man whose duty it is to 
examine and to report on the child’s health and physique 
every year and to give instruction on health matters once a 
month. In Japan both the Government and the public are 
making a serious, and in their belief a successful, effort to 
improve the national physique. In some of the Japanese 
prefectures (corresponding in size to our counties) there is 
already a well-organised prefectoral health department. At 
Nagasaki, for instance, this department consists of 16 
medical officers of health who are paid from £70 to 
£200 a year by the prefectoral government without fixity of 
tenure and are sent to various districts as may be required. 

A good instance of scientific observation in medical 
subjects being visibly turned to account is the Japanese 
record of frost-bite during the war with China in the winter 
of 1898-94. The temperature in Manchuria goes down to 
—20° F.—i.e., over 50° of frost—and frost-bite during 
the winter months became seriously common among the 
Japanese troops. Surgeon-General Kikuzi, however, at 
that time principal medical officer of one of the armies, 
observed that frost-bite seldom occurred even at the 
lowest temperatures so long as the men kept their 
boots on and remained dry. In driving snow with 
uncovered hands and ears, or if these extremities were 
covered only with absorbent woollen materials which became 
soaked with moisture, frost-bite was of more frequent 
occurrence and in exposure after crossing a river, as in the 
battle of the Yalu fought against the Chinese, it was most 
common of all. The prophylaxis against frost-bite is 
evidently therefore to instruct the troops to keep themselves 
as dry as possible and use will be made of this knowledge 
in the campaign during the winter. Incidentally this 
affords an example of a subject in which the medical officer 
must be consulted by any general who understands the 
importance of health to the efficiency of troops. 

At Matsuyama there was a collection of bullets and 
splinters, the third that I had seen, and one that would well 
repay examination. The Sasebo collection was essentially 
one of shell fragments, the Hiroshima collection was one of 
Russian bullets, and this at Matsuyama was one of specimens 
of the slender Japanese bullet. As a rule the jagged irregular 
distortion produced by ricochet off rock or stone could be 
distinguished from the slighter degrees of distortion due to 
concomitant fracture of a hard bone, and in general an 
impression was formed that the more slender the bullet the 
more common is distortion in bulk but the less common is 
fragmentation. The most remarkable specimen was the 
complete base of a shrapnel shell, with its cells for the 
shrapnel intact, measuring six centimetres in diameter and 
1°3 centimetres in thickness and weighing 235 grammes, 
which was extracted, so far as can be remembered, from 
a pelvic wound with the result that the patient com- 
pletely recovered. This collection is kept in a glass case in 
the operation hut together with many interesting pathological 
specimens preserved in alcohol, chiefly fragments of bone 
and excised aneurysms of various sorts ; the preservation in 
alcohol has caused a good deal of shrinking and bleaching 
which might have been avoided by the use of formalin and 
glycerine. The operation hut consists of three rooms— 
namely, a well-lighted theatre about 18 feet square, with 
glass windows along three sides; an instrument room con- 
taining instruments, dressings, museum, and sterilisers; and 
an empty preparation room. Everything was simple, 
efficient, and cleanly. The only article especially calling 
for remark was the aseptic dressing invented by Surgeon- 
General Kikuzi! which consists of the charcoal made by 
burning rice-straw, inclosed in linen bags of three con- 
venient sizes. Straw charcoal is preferred because of its 
fine division. Rice-straw is used because of the prevalence 
of rice throughout Japan and China but any straw is equally 


1 Bruns’s Beitriige zur Klinischen Chirurgie, Band xxiii, 


